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ABSTRACT
This program design demonstrates how Dialectical Behavior Therapy (DBT), a wellregarded, existing evidence-based practice (EBP) used to treat many transdiagnostic and
complex mental health disorders around the world, can be made more culturally responsive
across treatment settings. An overview of the literature regarding global access to mental health
treatment reveals that much effort has been made to close the mental health treatment gap by
promoting EBPs. However, most EBP research is conducted in Western countries using
majority white populations, which calls into question the generalizability and effectiveness of
EBPs among U.S. cultural and racial minority and international populations. Despite the
increasing global demand for DBT because of its flexible, principle-driven approach that has
broad appeal for complex and transdiagnostic conditions, it is no exception. While several
international studies demonstrate DBT’s effectiveness in other countries, virtually no studies
have examined what parts of DBT make it effective for non-white populations both in the U.S.
and globally. Despite its growing international popularity, there are also no published studies that
investigate the overall cultural responsiveness of DBT, how cultural factors of the participants or
the therapists impact treatment outcomes, or how it can be implemented in cross-cultural
contexts while still adhering to treatment adherence and fidelity. Nonetheless, DBT’s unique
dialectical philosophy, combining Western cognitive science with Eastern meditation practices,
makes it an EBP with vast potential for global effectiveness and application. This project
examines how DBT can be implemented, disseminated, and sustained in both U.S. minority
populations as well as in international (especially non-Western) settings. Although not intended
to be a panacea, questions about DBT’s cultural responsiveness have opened new directions
consistent with one of its fundamental dialectical principles: change is the only constant.
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Introduction
Mental health disorders affect more than one billion people globally, causing seven
percent of all global burden of disease, 19% of all years lived with disability, and indirectly
contribute to mortality through suicide and medical conditions such as substance abuse,
HIV/AIDS, cancer, immunosuppression, communicable and non-communicable diseases,
nervous system functioning, and now COVID-19. Although at least one in 10 people suffer from
a mental disorder, only 1% of the global work force provides mental health care (Chaulagain et
al., 2020; Collins et al., 2013, Rehm & Shield, 2019).
Those who need mental health care treatment but do not have access to it is commonly
referred to as the mental health treatment gap. It may come as no surprise that the mental health
treatment gap disproportionately affects racial and cultural minorities in the United States (U.S.),
who bear a high burden of disability from mental health disorders: in 2015, 48% of Whites
received mental health services, compared to 31% of African and Hispanic Americans and 22%
of Asian Americans (APA, 2017). For American Indian/Native Alaskan populations, although
the federal government provides mental health care through the Indian Health Service (IHS),
only 1 in 5 American Indians report access to IHS services (APA, 2017). Nearly 90% of Black
and African Americans with a substance use disorder did not receive treatment in 2018 (Mental
Health America, 2020). The reasons for the disparity, despite the overwhelming wealth of the
U.S. compared to other countries, are largely due to cultural stigma, language barriers,
incarceration, discrimination, distrust in the health care system, lack of culturally appropriate
intervention strategies, and a lack of access to affordable treatment.
An even larger mental health treatment gap exists globally, affecting mainly people of
color in non-Western, developing countries. Between 76%-85% people living in developing

DBT Across Cultures and Treatment Settings

7

countries who need mental health treatment do not have access to it (Chaulagain et al., 2020,
WHO 2013). According to the World Health Organization (WHO) Mental Health Atlas, there
are fewer than 0.1 psychiatrists per 100,000 people in developing countries compared with 11.9
psychiatrists per 100,000 people in developed countries. Although costs associated with mental
illness have increased to nearly $6 trillion globally, governments in developing countries spend
less than two dollars per capita per year on mental health care, compared to $400 per capita per
year spent in developed (Western) countries (Collins et al., 2013; Cratsley & Mackey, 2018).
Furthermore, the few trained mental health professionals in developing countries often leave
their home countries for better salaries and working conditions in Western countries. The lack of
resources, few trained mental health professionals, and stigma are all factors why mental health
care is consistently a low priority in many developing countries (Kakuma et al., 2014).
Given the stark need for global mental health care that is both accessible and culturally
responsive, this project will first discuss the development and utilization of evidence-based
practices (EBPs) globally, including the advantages and disadvantages of EBPs and the tension
between implementing EBPs and ensuring cultural competency. Next, a history of DBT and its
theoretical philosophy and underlying assumptions will be discussed. An overview of DBT’s
basic treatment structure, including treatment modalities and training models will follow. Then, a
review of the literature regarding DBT’s evidence base will be done, followed by a review of its
research shortcomings. Furthermore, a discussion of how DBT can be implemented, adapted, and
sustained among these populations will be provided, including recommendations for both clinical
research and clinical practice. Finally, the project will conclude with implications and future
directions for clinical psychology.

DBT Across Cultures and Treatment Settings

8

The Development and Utilization of Evidence-Based Practices (EBPs)
Because of the stark mental health disparities in the U.S. and internationally, there has
been a concerted effort over the last twenty-five years to bridge this treatment gap by promoting
the widespread use of Evidence-Based Practices (EBPs). EBPs proliferated globally after they
became a “hot topic” in mental health in the 1990s and were codified for professional adoption in
the American Psychological Association (APA) Presidential Task Force on Evidence-Based
Practice in 2006 (Collins et al., 2013; Cook et al., 2017; Gone, 2015). Specifically, the 2006
Task Force described EBPs as a “three-legged stool” comprised of “research evidence, clinician
expertise, and patient preference” (Gone, p. 140). According to Gone (2015), EBPs are defined
as “those interventions that consistently produce improvement of recovery in randomized
controlled trials—including effectiveness trials—are then deemed ready for dissemination and
implementation by mental health professionals around the globe” (p. 140). Thus, the push for
adoption of EBPs to close the mental health treatment gap are “premised on the commitment to a
scientifically vetted clinical practice that will afford access to the most effective services for the
greatest number of patients in need” (Gone, 2015, p. 140).
The advantages of utilizing EBPs in clinical psychology are well-known. First, the use of
EBPs is an indication that the practice is standardized, ethical, and data-driven, rather than
guided by opinion. EBPs also allow providers to use the best evidence-based research as a
starting point, while also allowing space for individual client characteristics and other unique
sociocultural factors. Providers around the world trained in EBPs can also save time and money
while avoiding treatments with little to no evidence of their efficacy. By promoting EBPs,
interventions are associated with safety, consistency, accountability, and high quality, all of
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which enhance the overall health and well-being of all individuals, especially those who bear a
high burden of disability from mental health disorders (Gore, 2015).
To implement widespread adoption of EBPs, the APA Division 12 (Society for Clinical
Psychology) has published and consistently updates multicultural guidelines for psychological
practice, research, consultation, and education (APA, 2017). Furthermore, these guidelines must
be incorporated into the curriculum of all accredited clinical and counseling training programs
(APA, 2015). These guidelines have also influenced specifically what adaptations are necessary
to ensure multicultural perspectives are embedded in the delivery of EBPs (Graham et al., 2013).
The U.S. has emphasized the promotion of EBPs as a way the to reduce the mental health
treatment gap for racial and ethnic minorities. According to Gore (2015), “so compelling has
been the call for EBPs in the mental health field that U.S. government agencies and managed
health care organizations have in certain instances agreed to find or reimburse only those
approaches and interventions that have been researched in this fashion and supported by robust
outcome evidence” (p. 140). According to the APA (2006), specific EBPs are now mandated for
use in certain state Medicaid programs. Furthermore, a joint initiative by the National Institutes
of Health (NIH) and the Department of Health and Human Services’ Substance Abuse and
Mental Health Services Administration (SAMSHA) focuses on the promotion, implementation,
and evaluation evidence-based mental health practices withing state mental health systems. The
U.S. has also invested in the integration mental health into some primary care settings to lessen
stigma and build trust with racial and ethnic minorities through efforts such as screening for
Adverse Childhood Experiences (ACEs) (Felitti et al., 1998). Screening for ACEs has
increasingly become an important component to connect racial and ethnic minority communities
to trauma-informed EBP treatments such as Trauma-Informed Cognitive Behavior Therapy (TF-
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CBT), Cognitive Processing Therapy (CPT), and Prolonged Exposure (PE) (Schulman & Maul,
2019; Cohen, 2019; Resick et al. 2016; Foa et al., 2007).
In the U.S., recent efforts to close the treatment gap among racial and ethnic minorities
have focused on adapting EBPs to make are more culturally sensitive to marginalized groups,
championing what is colloquially known in the field of clinical psychology as “cultural
competence” (Gone, 2015; Graham et al., 2013). Gone (2015) goes further to suggest that the
most influential mandates in clinical psychology today are EBPs and cultural competence. The
American Psychiatric Association’s (APA) Office of Minority and National Affairs (OMNA)
created the “OMNA on Tour” in 2005 to resolve minority mental health disparities through
training and advocacy by holding meetings across several large U.S. cities (Bender, 2006). These
meetings have spurred discussions as to how best to increase access and deliver culturally
competent care to African American, Latino Americans and immigrants, and Asian Americans.
The passage of the Affordable Care Act in 2010 has also helped close the gap in the number of
uninsured African Americans, thus making mental health care more accessible and affordable
(Mental Health America, 2022). The APA has also taken recent steps to address past racial
injustices in research and practice. In 2021, the organization issued a public apology for its long
history support of direct and indirect structural racism against Black, Indigenous, People of
Color (BIPOC) in psychiatry (Bender, 2017; APA, 2021).
Efforts to close the global mental health gap have been relatively recent as well. Globally,
in 2001 the WHO’s World Health Report championed the integration of mental health EBPs into
primary care to ease the cost burden and cultural stigma associated with help seeking. Given the
lack of resources and trained mental health professionals the WHO has long advocated “tasksharing,” which is mental health care that is delivered by “non-specialized health workers” such
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as a nurse as perhaps the way basic mental health care can be provided (Cohen et al., 2014,
p.11). In 2007, the Lancet published a series of papers on the need to “scale-up” evidence-based
treatment in low-income countries (Cohen et al., 2014). In 2008, the WHO created the WHO
Mental Health Gap Action Programme (mhGAP) and corresponding mhGAP Intervention Guide
(updated in 2016) with the goal of training non-mental health professionals in the assessment of
psychological disorders, risk of suicide, and in EBPs such as Cognitive Behavior Therapy (CBT)
and Interpersonal Process in Therapy (IPT) (WHO, 2016; Beck, 2011, Teyber, 2016). The WHO
also developed the Mental Health Action Plan for 2013-2020 which outlined objectives for
implementation, promotion, and prevention strategies using evidence and research by the year
2020. In 2018, the WHO released its Mental Health Atlas, which is an online portal that provides
a snapshot of EBP implementation status and mental health resources and services available in
each country (WHO, 2018).
Despite these national and international efforts to bridge the treatment gap by focusing on
the promotion of EBPs, measuring progress is often challenging to evaluate due to a lack of
resources for training and implementation, cultural and logistical barriers, cost, monitoring and
reporting inconsistencies, failures of treatment adherence, and inadequate and fragmented health
care delivery systems (WHO, 2018; Cook et al., 2017).
Multicultural Criticism of EBPs
Although there is a consensus on the need to practice EBPs in a culturally competent
way, these seemingly co-occurring mandates in clinical psychology, the use of EBPs and cultural
competency, may be on a collision course with one another. Many multicultural advocates have
expressed several criticisms of the EBP movement. First, there are many controversies regarding
what the term “Evidence-Based Practice” really means. For an intervention to be considered an
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EBP, it must be an “integration of best research evidence” (APA, 2006). Best research evidence
“refers to scientific results related to intervention strategies, assessment, clinical problems, and
patient populations in laboratory and field settings as to clinically relevant results of basic
research in psychology and related fields” (APA, 2006). Thus, there are multiple types of
possible research evidence and designs that the APA considers best research evidence, including
clinical observation, qualitative research, case studies, process-outcome studies, randomized
controlled trials (RCTs), meta-analysis, and experimental designs.
This broad approach to EBPs is understandable since different research questions are
better addressed with different designs. However, more than 90% of participants in
psychological studies come from Western, Educated, Industrialized, Rich, and Democratic
(“WEIRD”) countries (Geerart, 2018; Amir, 2020). This bias is problematic because people in
WEIRD countries comprise only 12% of the world’s population; thus, it is difficult to conclude
that scientific studies in Western countries constitute a representative sample of the human
population (Amir, 2020). As a result, we know that EBPs work in Western society, but it is
difficult to say with certainty that they work equally well globally, especially in non-Western
societies.
Relatedly, concerns have been raised regarding the generalizability of evidence-based
findings. According to Cook et al. (2018), “the conditions and characteristics of randomized
controlled treatment outcome research versus those of real-world clinical practice differ
significantly” (Cook et al., p. 539). Even if participants from developing countries were better
represented in RCTs, it does not resolve the recurring disconnect between clinical psychology
research and practice. Thus, it is challenging to draw the conclusion that a treatment labeled as
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an EBP means that it has clinical efficacy across different cultural treatment settings (Cook et al.,
2017; Gone, 2015).
Many multicultural advocates also believe that the push to promote EBPs globally
actually exacerbates the treatment gap because many EBPs were developed as treatment
protocols designed to reduce a narrow range of symptoms for a particular disorder in majority
white Western populations that may not apply to non-Western populations or to people of color.
Some have even argued that both psychological disorders and the EBPs designed to treat them
often originate from the life experiences and environment of white Europeans and white
Americans (Gone, 2015). Increasingly, while clinical psychology practitioners have articulated
the need for a culturally competent, transdiagnostic approach given clients’ multiple
comorbidities and life settings, such “cookbook” protocols are unable to address holistically
(Cook et al., p. 539). Although routine and standardization provide scientific fidelity to an
intervention, rigid treatment protocols without flexibility in their implementation run the risk of
ignoring individual and cultural differences, making cultural responsiveness difficult (Cook et
al., 2017).
In addition, qualitative factors such as organizational culture exert significant impact on
the adoption and efficacy of an EBP, especially in multicultural settings (Cook et al. 2017).
Therapist attitudes towards EBPs, theoretical orientation differences, bureaucratic culture, and
willingness to implement a particular EBP all play roles in the cultural responsiveness of an EBP
(Desai et al., 2020). Desai et al. (2020) argues that the culture of the provider’s organization may
“structurally be unable to think outside of itself, encouraging a particular way of practicing while
preventing a more expansive engagement with what’s beyond, such as social, spiritual, cultural,
and societal level struggles like racism” (p. 86). Cultural competence should thus entail a better
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understanding of the clinic organization itself, including how it relates to, welcomes, or rejects
the clients’ cultural communities.
Additionally, clinical research has consistently demonstrated that although EBPs are an
important factor in client outcomes, the quality of the therapeutic relationship is the most
important factor. A significant part of DBT’s treatment structure and theoretical underpinnings,
for example, were derived with the mindful awareness that the therapeutic alliance plays a
critical role in reducing suicidal behavior (Cook et al., 2017; Linehan, 1993).
How does clinical psychology bridge the global mental health treatment gap between the
promotion of EBPs with the calls for cultural competency? It is unlikely that clinical practice
will abandon the promotion of EBPs, despite their challenges. Given the significant cost of
evaluating an EBP, it is also unlikely that academic research will dramatically shift to countries
and cultural settings historically underrepresented in clinical trials. Because of these realities, the
best way to move forward on this problem is to take an existing EBP and propose specific ways
in which it can be made more culturally responsive across treatment settings.
Dialectical Behavior Therapy (DBT): A Cross-Cultural EBP?
Dialectical Behavior Therapy (DBT) is one of the EBPs best positioned for cultural
adaptation across treatment settings because of its large evidence-based support, enthusiastic
popularity as a transdiagnostic, principle-driven intervention for complex mental health
concerns, its implementation in other cultures, and its theoretical philosophy and underlying
assumptions which incorporate non-Western thought. However, despite its success, it has also
come under intense criticism for its context minimization errors, such as ignoring, minimizing, or
invalidating the effects of racism on an individual’s pathology, which unintentionally creates an
“invisibility of racism” (Pierson et al., n.d.).
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While some international studies demonstrate DBT’s effectiveness in other countries,
virtually no studies have examined specifically how DBT is used in non-Western countries and
in cultural and minority populations within the U.S. According to Pierson et al. (n.d.), there is a
“slim literature on the cultural responsiveness of DBT that mainly consists of uncontrolled trials
and case studies,” and “no peer reviewed studies exploring modifications of DBT for cultural
minorities” (p. 4). There are also no published studies that investigate how the cultural
background of participants and therapists contribute to its efficacy, and how it can be
implemented successfully in cross-cultural contexts. Some scholars have even expressed
criticism of DBT because it ignores societal and racial forms of invalidating environments,
which do contribute to complex psychopathology (Pierson et al., 2020).
Nonetheless, DBT’s unique dialectical philosophy makes it an EBP with vast potential
for effectiveness for global populations. The remainder of this project examines how DBT can be
researched, implemented, adopted, adapted, and sustained both in underserved U.S., cultural and
minority communities and in international settings. There are many barriers to achieving this, but
DBT’s strength lies in one of its fundamental dialectical principles: change is the only constant.
What is DBT? History, Theoretical Philosophy, and Underlying Assumptions
DBT is a comprehensive treatment used to treat a range of psychological disorders in
which emotion regulation is a severe problem, including borderline personality disorder (BPD),
Post Traumatic Stress Disorder (PTSD), anxiety disorders, depression, and eating disorders
(Behavioral Tech, 2021; Chapman, 2006; Hjalmarsson et al., 2008). DBT is considered a “third
wave” CBT modality because it integrates CBT components long associated with Western
psychotherapy interventions with Eastern meditative practices such as acceptance, mindfulness,
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dialectics, and spirituality. It also emphasizes the importance therapeutic relationship as
significant factor that influences DBT’s overall efficacy (Jennings & Apsche, 2014).
Created by Marsha Linehan in 1993, DBT was originally developed as a treatment for
chronically suicidal women who were diagnosed with BPD (Chapman, 2006). Borderline
personality disorder is a relatively new disorder and did not appear in the Diagnostic and
Statistical Manual (DSM) until 1980, although the criteria for the disorder had been recognized
much earlier than that. The current criteria as it is written in the Diagnostic and Statistical
Manual, 5th edition (DSM-5), criteria for BPD include “a pervasive pattern of unstable and
intense interpersonal relationships characterized by alternating between extremes of idealization
and devaluation, frantic efforts to avoid real or imagined abandonment, markedly and
persistently unstable self-image or sense of self, recurrent suicidal behavior, gestures, or threats,
affective instability due to a marked reactivity of mood, chronic feelings of emptiness, and
inappropriate, intense anger or difficulty controlling anger” (American Psychiatric Association,
2013, p. 325-326).
The use of the term “borderline” has been controversial since its inception. Adolf Stern
first used the term in 1938 to describe clients that were on the “borderline” between psychosis
and neurosis diagnostic categories and were thus difficult to treat (Linehan, 1993). Given the
complex nature of what constituted borderline traits, many theorists attempted to conceptualize
BPD in several different ways: M.H. Stone defined it as a set of clinical syndromes and subtypes
related to other DSM disorders such as schizophrenia, affective disorder, and organic brain
disorders; P.H. Chatham claimed that it followed an eclectic-descriptive approach that
relied on a consensus-definition of criteria sets rather than on empirical data; and T. Millon
believed that BPD was rooted in biosocial learning theory (Linehan, 1993). Millon was one of
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the dissenters of using the term “borderline” and theorized that the disorder derived less from
severe personality pathology and more from family backgrounds (Linehan, 1993). A chronology
of early definitions can be found in Table 1.1 in the Appendix.
It is Million’s biosocial learning theory that had the most impact on Linehan’s evolving
conceptualization of BPD. According to this theory, the etiology of BPD is essentially a
“reciprocal interaction of biological and social learning influences” (Linehan, 1993, p. 10).
Linehan expounded on this further to suggest that BPD is “primarily a dysfunction of the
emotion regulation system and lies at its core pathology” (Neacsiu, A.D. & Linehan, M.M.,
2014, p. 413). Thus, BPD stems from both an invalidating environment and high sensitivity to
emotional stimuli that make it very difficult to regulate one’s emotions. BPD, therefore, was less
of a personality disorder, and more of an emotion regulation disorder (Crowell et al., 2009).
Table 1.3 in the Appendix lists the behavioral patterns of BPD. Linehan argued that neither
cognitive nor behavioral theorists had previously conceptualized BPD in this way (Linehan,
1993). Table 1.4 in the Appendix includes major orientations of BPD.
Using biosocial theory, Linehan began to piece together the emotional phenotype of
BPD. If emotion regulation dysfunction was at the root of BPD, chronic suicidality, impulsive
behavior dysfunction, interpersonal dysregulation, cognitive rigidity, and affective instability
become a natural consequence of the condition. Individuals who met criteria for BPD lack the
skills needed to successfully regulate their emotions (Linehan, 1993; Swales et. al., 2000).
Marsha Linehan’s personal mental health history also informed her theoretical
conceptualization of BPD. Linehan did not “come out” with her story until June 2011, when she
traveled to the Institute of Living (IOL), a psychiatric institution in Hartford, CT to present about
DBT (Linehan, 2020; Carey, 2011). Shocking the entire audience, she publicly disclosed for the
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first time that she herself had struggled with a lifetime of severe problems regulating her
emotions and had spent time at the IOL in 1961 when she was an adolescent. In her memoir
Building a Life Worth Living, Linehan wrote that her time at the IOL was a “descent into hell, an
out-of-control storm of emotional torture and absolute anguish” (p. 25). She recounted
experiencing many symptoms at the IOL that were characteristic of BPD. Linehan recalled that
she was put in solitary confinement multiple times for suicidal behavior and burning her arms
with cigarettes. She recounted making a vow to God that she would get herself “out of hell” and
would help others find a way out too (Linehan, 2020). DBT, according to Linehan, is her “best
effort to date at keeping that vow” (p. 26). Linehan said she was “determined to find a therapy
that would help these people, people who were so often deemed beyond saving” (p. 26). She
added that she knew the pain that many of her clients felt, and she wanted to be open about how
her personal story influenced the development of DBT. She said she “did not want to die a
coward” (p. 22).
Thus, the development of DBT is a direct reflection of Linehan’s academic research on
the etiology and conceptualization of BPD, her professional work with clients, and her personal
mental health experiences. It is also a product of trial and error. When she first began working on
the treatment, Linehan (2020) did not know how “complex” and “surprising” it would be (p. 27).
Linehan knew from her work with clients and from her personal experience that standard CBT
was not likely to work with individuals with BPD characteristics because their problems did not
primarily stem from cognitive distortions. With its emphasis on change and thought
modification, her clients found CBT to be invalidating, as if they were the problem and had to
change. Because of the pervasive emotion dysregulation affecting individuals who met criteria
for DBT, CBT reinforced feelings of previous invalidating environments because they believed

DBT Across Cultures and Treatment Settings

19

that “emotional pain was discounted as not real, their competency was being attacked, and they
were being judged and rejected” (Jennings & Apsche, 2014, p. 1). Thus, CBT proved to be
inadequate because CBT did not accept clients, their problems, and reality as they were in the
present moment. What was needed, according to Linehan, was balance, validation, flexibility,
acceptance, and humility (Behavioral Tech, 2020).
While thinking about a new set of treatment strategies for her clients that were not
responsive to traditional CBT, Linehan spent time at a Zen monastery in Asia on several
occasions. While at the monastery, Linehan learned the Eastern philosophy of embracing
discomfort and accepting reality as it was in the present moment allowing it to be. She concluded
that what was needed for effective emotion regulation was both acceptance and change, because
it reduced suicidal behavior and rigid thinking through matter of fact, irreverent, warm, and
flexible responses from therapists. She heard an office assistant use the term “dialectics” one
day, and Linehan realized this word best described the world view of her new approach, defining
it as a “reconciliation of opposites in a continual process of synthesis” (Linehan, 1993, p. 19).
This fundamental dialectic, acceptance and change, is thus the integration and synthesis
of both Eastern (Zen) practice and Western psychological practice (Linehan, 1993). The paradox
of this approach as it applies to therapy, is that change can only occur in the context of
acceptance (Behavioral Tech, 2020; Chapman, 2006). As such, the dialectical philosophical
position views reality as a “wholistic process in a state of constant development and change”
(Linehan, 1993, p. 201). Linehan (1993) describes that:
Constant attention to combining acceptance with change, flexibility with stability,
nurturing with challenging, and a focus on capabilities with a focus on limitations and
deficits is the essence of this strategy. The goal is to bring out the opposites, both in
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therapy and the patient's life, and to provide conditions for syntheses. The key idea
guiding the therapist's behavior is that for any point, an opposite or complementary
position can be held (p. 202).
Although the dialectical framework is not a new concept in either the social or natural
sciences, most notably associated with socioeconomic theory from the writings of Karl Marx and
G.W.F. Hegel, Linehan was the first to use it as a psychotherapy approach, (Linehan, 1993).
According to Chapman (2006), “dialectical philosophy poses that each opposing force is
incomplete on its own, and that these forces continually are balanced and synthesized. Reality
consists of opposing, polar forces that are in tension” (p. 67). Applying this framework to
therapy, therefore, requires balancing and synthesizing the forces of acceptance and change.
After many years of rejection from the National Institutes of Health (NIH) to study her
new ideas, many of which were deemed radical by her peers, she finally received a grant in 1980
to test her new acceptance and change approach with clients. She wrote her first treatment
manual called Cognitive Behavior Therapy for Borderline Personality Disorder, published in
1993, and called her treatment Dialectical Behavior Therapy. Following dialectical philosophy,
Linehan explains in the manual that DBT is an integrative, principle-driven treatment (and not a
protocol-driven treatment), which means that it stresses process over structure (Heard &
Linehan, 1994; Linehan, 1993).
Building on the concept of dialectics, DBT is a treatment based on problem-solving and
validation, where emotion regulation difficulties are explained as a skill deficit and not as an
unchangeable personality pattern, unlike earlier descriptions of BPD. Eight underlying
assumptions are critical to using a dialectical approach in treatment: clients are doing the best
they can, clients want to improve, clients need to do better, try harder, and be more motivated to
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change, clients may not have caused all of their own problems, but they have to solve them
anyway, clients’ lives are unbearable as they are currently being lived, clients must learn new
behaviors in all relevant contexts, clients cannot fail in therapy, and therapists need support
(Linehan, 1993).
Moreover, one of the major goals of DBT is skill generalization to contexts outside of
therapy sessions because it serves foundational step towards building a life worth living (Miga et
al., 2019). In sessions, dysfunctional behavior is confronted while the client is validated for the
emotional pain that triggered the behavior (but not the behavior itself). There is also an emphasis
on addressing therapy-interfering behavior both in and out of sessions, such as missing
appointments, not engaging in treatment, self-harm, dysfunctional behavior, and suicidal
attempts (Heard & Linehan, 1994). DBT also places an importance of the therapeutic
relationship as “crucial to progress” because “often it is the only thing that keeps them alive”
(Linehan, 1993, p. 21). Linehan describes the therapeutic relationship and the use of the
dialectical world view using the metaphor of a teeter-totter:
The experience can best be described in terms of an image. It is as if the patient and I are
on opposite ends of a teeter-totter; we are connected to each other by the board of the teetertotter. Therapy is the process of going up and down, each of us sliding back and forth on
the teeter-totter, trying to balance it so that we can get to the middle together and climb up
to a higher level, so to speak. This higher level, representing growth and development, can
be thought of as a synthesis of the preceding level. Then the process begins again. We are
on a new teeter-totter trying to get to the middle to move to the next level, and so on. In the
process, as the patient is continually moving back and forth on the teeter-totter, from the
end toward the middle and from the middle toward the end (Linehan, 1993, p. 99).
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It is the synthesis of these opposites that best exemplifies the dialectical philosophy.
Given the complexity of treating BPD clients, Linehan acknowledged getting “tripped
up” on several occasions in her clinical work with certain client characteristics she has phrased
“dialectical dilemmas” (Linehan, 1993, p. 66). Linehan also explained that she herself had
experienced many of these dilemmas while at the IOL. These dilemmas are (1) emotional
vulnerability versus self-invalidation; (2) active passivity versus apparent competence; and (3)
unrelenting crises versus inhibited grieving (Linehan, 2020). Because emotion dysregulation lies
at the heart of this disorder, Linehan illustrated these dilemmas as dimensions “defined by their
opposite poles” along a biological and social line (see Figure 1). She still shares this illustration
with clients so they can see the influence on therapy of these patterns (Linehan, 1993, p. 67). If
moving to a balanced position from an opposite end of either pole is not achieved, working
toward a synthesis becomes a focus of treatment. The therapist can now strive for validation of
the client while also teaching them how to change (Behavioral Tech, 2020; Neacsiu, A.D. &
Linehan, M.M, 2014).
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Figure 1
Dialectical Dilemmas

Linehan, Marsha (1993). Cognitive Behavioral Treatment of Borderline Personality Disorder.
New York: Guildford Press.

Structure, Treatment Modalities, and Training
DBT is a multifaceted, flexible psychosocial treatment based on a modular structure: it is
not only based on dialectical theory but follows the recommendations of the 2009 National
Institute for Health and Clinical Excellence (NICE) guidelines for BPD treatments (Miga et al.,
2019). According to Miga et al. (2019), these guidelines recommend that BPD treatment should
“1) be structured; 2) be explicit and take an integrated approach used by both provider and
treatment team; and 3) contain a built-in mechanism for therapist supervision and support” (p.
417).
The full DBT model is known as “Comprehensive” DBT. Comprehensive DBT consists
of five treatment functions: 1) enhance clients’ skillful behavior; 2) increase clients’ motivation
to use effective skills; 3) help clients generalize skillful behavior; 4) enhance therapists’
capabilities and motivation to treat difficult clients, and 5) structure the clients’ environment in a
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way that facilitates clinical progress (Linehan, 1993, Miga et al., 2019). These functions are
carried out through four treatment modes: individual psychotherapy, group skills training,
between-session telephone coaching, and the clinician consultation team. The suggested model
DBT model for adults with BPD and/or suicidal behavior is 12 months of individual
psychotherapy and skills training with as-needed phone coaching.
The weekly group skills training consists of four modules: Mindfulness, Emotion
Regulation, Interpersonal Effectiveness, and Distress Tolerance that take six months to complete.
It is highly structured and lasts from 2 to 2.5 hours in in duration. The Mindfulness module is
repeated between each of the other three modules, and new clients may enter the skills group
when the group is in the Mindfulness module. The skills training group is taught by a leader who
is “responsible for content and learning,” and a co-leader who is responsible for “process and
management of group dynamics” (Cowperthwait et al., 2019, p. 170). The first half of the class
consists of a review of homework and mindfulness practice, and the second half consists of new
instruction of DBT skills. DBT recommends that clients go through the modules twice in a year
to enhance skills acquisition and generalization (Linehan, 1993; Miga et al., 2019). Depending
on the skill of the group, the pace can be slowed to allow more time to learn and practice the
skills. Additional materials can also be added or be used to replace those that may inadvertently
contribute to emotion dysregulation or are culturally inappropriate (Cowperthwait et al., 2019).
To implement a Comprehensive DBT program to assure quality assurance through
adherence to the treatment model across treatment settings, Linehan developed the “intensive
model” of training in DBT. Intensive Training is seen as central to the implementation,
adaptation, and sustainability of DBT across treatment settings and it is often attributed to much
of the success of DBT dissemination (DuBose et al., 2019). The elements of intensive training
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consist of an initial self-study of Linehan’s Cognitive Behavior Therapy for Borderline
Personality Disorder, followed by two five-day workshops (Part 1 and Part 2), with a six-month
interval between the two parts. The training is led by previously trained team consisting of three
to eight members (DuBose et al., 2019). Methods of training include didactics, demonstration,
rehearsal, implementation, and contingencies to reinforce progress and achieve milestones.
Over time, however, DBT has evolved and expanded its training options beyond the
Intensive Training. Although DBT and its parent company, Behavioral Tech, LLC still requires
that all clinicians who wish to implement Comprehensive DBT complete the Intensive Training,
they now offer multiple levels of comprehensive training: a 16-week DBT Foundational course,
designed to train newly hired staff members in an existing Comprehensive DBT program, and a
16-month DBT Intensive Plus, which includes DBT Foundational and Intensive Training courses
intended to train practitioners who do not yet have their own clinical team but are planning to
start one. The Intensive Plus program also includes detailed parts about implementing and
sustaining a DBT program (Behavioral Tech, 2021). Practitioners who are not part of a
Comprehensive DBT program but who want to obtain more knowledge about DBT can take a 6week introductory DBT Skills course. There is also a 6-week DBT Skills for Adolescents and
Families course. Prior to the pandemic, participants had the option of attending a live training
from a DBT practitioner in cities across the U.S.; now training is offered exclusively online in
both asynchronous and synchronous formats (Behavioral Tech, 2021).
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Clinical Efficacy and Research Quality
It is well known that DBT is an internationally recognized EBP used to treat not only
BPD but also a wide variety of other disorders across multiple diagnoses in which emotion
regulation is a contributing factor of symptomatology. DBT has been listed in the National
Registry of Evidence Based Practices for the past 10 years, which has caused an exponential
growth in global research and demand (DuBose et.al, 2019). To date, there are over 600
publications analyzing its theory and effectiveness (Miga at al., 2019). Over 43 Randomized
Control Trials (RCTs) have demonstrated its evidence-based effectiveness in treating BPD,
PTSD, and other anxiety and depressive disorders (Neacsiu, A.D. & Linehan, M.M., 2014).
Over 180 sites nationwide have providers trained in DBT. Used in over 30 countries, it is
estimated that 135 million people worldwide suffer from emotion regulation difficulties and
could benefit from DBT (Behavior Tech, 2021). Overall, 40,000 clinicians worldwide have been
trained in DBT for use in a variety of clinical settings, including community mental health
systems, U.S. Veterans Affairs hospitals, criminal justice systems, school systems, and other
clinical settings that treat people who are at a high risk for suicide (Linehan, 1993; Behavioral
Tech, 2021). In 2018, Linehan was named one of Time Magazine’s “Greatest Scientists: The
Geniuses and Visionaries Who Transformed Our World” (Tampa Bay Center for Cognitive
Behavior Therapy, 2018).
Empirical Support for Borderline Personality Disorder (BPD)
Much of DBT’s overwhelming evidence base is unsurprisingly derived from efficacy
studies with female BPD populations. At least 13 of DBT’s RCTs have shown a reduction in
symptoms of BPD, including suicide ideation, non-suicidal self-injury (NSSI), impulsive
behaviors, emotion regulation, and related comorbidity such as depression and anxiety in females
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diagnosed with BPD. A limited number of studies that include both males and females have also
demonstrated treatment efficacy (Miga et al., 2019). DBT RCTs also include those beyond the
treatment developer and those with and without DBT adherence ratings. Verheul et al. (2003)
conducted the first international RCT in the Netherlands and found that DBT was superior to
treatment as usual (TAU) in reducing high-risk behaviors in female clients with BPD.
There are also a countless number of publications and case studies have been done
around the world demonstrating DBT’s effectiveness in treating BPD, averaging almost 100 peer
reviewed publications since 2011 (Miga et.al, 2019). DBT is also the only treatment for BPD
with enough outcomes studies to conduct multiple meta-analyses. Many of these studies have
shown medium to large effect sizes supporting DBT’s efficacy in the treatment of BPD-related
behaviors, most especially with suicidal outcomes (Krawitz & Miga, 2019; Swales, 2019).
Empirical Support for DBT Program Modifications
Unsurprisingly, given the duration of treatment and its laborious multimodal structure,
providers often shorten or modify Comprehensive DBT (Cowperthwait et al., 2019). These
adaptations include modifications such as group skills training-only groups, individual skills
training-only, and including family members in skills training (Cowperthwait et al., 2019).
Some providers have used skills training-only groups because it is more cost-effective in
some treatment settings and thus have para or non-licensed mental health professionals leading
the skills groups (NAMI Lexington, 2021; Miga, 2019). Skills-only groups allow clinicians to
treat multiple people at a time and minimizes training and supervision requirements
(Cowperthwait, 2019). According to Cowperthwait (2019), DBT skills training-only groups have
been successfully adapted in diverse treatment settings such as correctional institutions and
vocational rehabilitation facilities. In a review of 15 RCTs, Linehan herself found that skills
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training-only groups resulted in a reduction of emotion-related dysfunction and self-harm
frequency (Cowperthwait, 2019).
Other clinicians and treatment clinics do not have skills training-only groups and instead
integrate a “DBT informed” approach to their individual clinical work, teaching skills from
certain modules as needed depending on the client’s presenting concerns. It is virtually
impossible to study how many clinicians around the world use a DBT informed approach as well
as how many clinicians using this approach have been DBT trained (Best & Lyng, 2019).
However, Childs-Fegredo & Fellin (2018) found that an adapted, 12-week DBT informed group
program in the United Kingdom resulted in a reduction in BPD symptoms.
There is some debate whether DBT modifications are still DBT. Is partial DBT,
regardless of the modification, better than no DBT at all? Some researchers describe DBT
modifications as a “dialectical dilemma,” which is the tension between the opposite poles of
implementing the Whole (Comprehensive DBT) or a Part (skill training group-only or DBT
informed) (Best & Lyng, 2019). According to Cowperthwait et al., (2019), “skills group leaders
should be intensively trained or receiving adequate DBT training or supervision and participate
on consultation team. A group that teaches DBT skills but doesn’t have leaders on a DBT
consultation team is not a DBT group!” (p. 185). In addition, there is concern that the more DBT
is modified or adapted to fit the financial or clinical realities of a provider, the higher the risk that
treatment adherence and fidelity will be significantly lower (Cowperthwait et al., 2019).
However, it has yet to be established whether there is a minimal amount of training and
supervision required for therapists to reach a level of adherence (Walton & Comtois, 2019). The
shortcomings and criticisms of DBT research will be discussed later.
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Empirical Support for Transdiagnostic Populations
Increasingly, research has also demonstrated that DBT is efficacious among
transdiagnostic clinical populations (Budak et al., 2020). Numerous RCTs have shown DBT’s
treatment efficacy across a range of other or co-occurring disorders, including eating disorders,
substance use disorders, anxiety and depressive disorders, and posttraumatic stress disorder
(PTSD) (Hjalmarsson et al, 2008; Ritschel et al., 2015; Roosen et al., 2012; Swales, 2019).
Research has also shown DBT to be effective with adolescents and juvenile offenders (Ritschel
et al., 2015).
There are several factors that have contributed to the broader application of DBT to other
disorders. First, the average person diagnosed with BPD also meets criteria for four other
disorders, thus making comorbidity a common clinical presentation (Ritschel et al., 2015).
Cowperthwait (2019) found that most clients seeking DBT had various diagnoses with severe
emotion regulation difficulties. Moreover, should found that these clients experience acute
distress and crisis more regularly than other populations. The average person diagnosed with
BPD also meets criteria for four other disorders, thus making comorbidity a common clinical
presentation. (Ritschel et al., 2015). For example, rates of comorbidity between PTSD and BPD
are 56% of outpatient populations and 76% of combat veterans (Meyers et al, 2014; Meyers et
al., 2017). Over two-thirds of individuals with BPD have experienced childhood sexual or
physical abuse, which is often referred to as complex PTSD (Decker & Naugle 2008; Ritschel et
al., 2015). Although EBPs such as Cognitive Processing Therapy (CPT) and Prolonged Exposure
(PE) are considered the “gold standard” for PTSD treatment, these EBPs are not as effective in
treating more complex trauma presentations (Ritschel et al., 2015). The exclusive focus on
single, past traumas “tends to obscure the temporal dynamics of ongoing traumas and tends to
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ignore stressors and traumas perpetuated by institutions and social systems and those transmitted
through generations, cultures, and history involving a sense of collective identity” (Kira &
Pratytusha, 2014, p. 452). Moreover, treatments that target the concurrence of multiple problems
are increasingly recommended as the most effective approach, especially for individuals with
PTSD and severe comorbidities (Harned et al., 2018).
Second, given the high levels of comorbidity between BPD and other disorders, recent
psychological research has focused on emotion regulation as a “common element” across most
psychological disorders and therefore has a significant impact beyond simple symptom
categories (Ritschel et al., 2015, p. 113). Therefore, there has been a distinct effort to make
emotion regulation the primary treatment focus, regardless of the categorical diagnoses. Since
DBT is a flexible, principle-based treatment using acceptance and change-based strategies, DBT
can be easily adapted to target a range of complex, problematic emotions and behaviors like
eating disorders and substance use. The 2nd edition of the DBT Skills Manual, updated in 2015,
now contains a section on addictions (Linehan 2015). There are also DBT protocols for PTSD
and PE that studies have shown to be efficacious (Behavioral Tech, 2020; Gorg et al., 2019; Steil
et al., 2018). Arguably, DBT’s major achievement over the last 25 years is that it has
demonstrated its efficacy and effectiveness in treating clients with extreme emotion regulation
difficulties (Swales, 2019).
Empirical Support in Cross-Cultural Contexts
Because of DBT’s strong evidence base for BPD, its structural modifications, and its
effectiveness in transdiagnostic populations, the treatment has proliferated to countries such as
the United Kingdom, Ireland, New Zealand, Germany, Canada, the Netherlands, and
Scandinavian countries within a decade of the publication date of the original DBT Skills Manual
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in 1993 (DuBose et al., 2019; Richter et al., 2015). As early as 1998, scholars noted that people
in clinical settings from diverse backgrounds could learn and apple the skills and principles of
DBT effectively (Hjalmarsson et al., 2008). By the mid-2000’s, mental health leaders from Latin
American countries began attending DBT trainings in the U.S. It has since expanded to nonWestern countries such as in Taiwan, Egypt, Israel, and Nepal after mental health leaders
received training in the U.S. and then implemented Comprehensive DBT in their respective
region (DuBose et al., 2019; Ramaiya et al., 2017).
Given the overall push for the use of EBPs to help close the mental health treatment gap
around the world, the global demand for DBT makes sense: approximately 135 million across
the world experience emotion regulation difficulties. In addition, suicide is now the third leading
cause of death in the world for people ages 15-44 (DuBose et al., 2019). Moreover, there is a
growing awareness that the mental health field needs more flexible, transdiagnostic interventions
to meet the needs of people in cross-cultural treatment contexts, such as refugees and torture
survivors, that the traditional categorical model of diagnosis has failed to provide (Liddell et al.,
2019, Kira, 2017, Kira et al., 2018, Koch, 2020).
Because DBT has proliferated outside the United States soon after its publication date,
there is some empirical research that supports DBT’s efficacy in cross-cultural contexts. Verheul
et al. (2003) conducted the first RCT conducted outside of the U.S. in the Netherlands.
According to DuBose et al. (2019), 10 RCTs in Canada, Netherlands, Australia, Great Britain,
Norway, Germany, Sweden, Taiwan, Denmark, Egypt all demonstrated DBT treatment efficacy.
There are a few peer-reviewed studies that focus specifically on the cultural factors of
participants. German et al. (2015) did a study on DBT for Latina adolescents at the Montefiore
Medical Center’s Adolescent Depression and Suicide Program in the Bronx, NY that described
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how using dialectical cultural corollaries enhanced the standard DBT protocol to improve
outcomes among suicidal Latina teenagers. Another study by Ramaiya et al. (2017) found DBT
to be effective in the development of emotion regulation skills for a group of 10 Nepali women
with a history of suicidality. According to Pierson et al., (n.d.), there are only two peer-reviewed
case studies demonstrating DBT’s effectiveness with distinct cultural groups: Native
American/Alaskan Native youth and adaptations for Chinese international students. Thus,
although limited, there does appear to be some cross-cultural support for DBT.
Research Shortcomings of DBT
Despite DBT’s strong empirical support across multiple diagnoses, there two significant
research areas are underexplored in DBT that are important to consider before generalizing its
efficacy to cross-cultural contexts and populations: cross-cultural effectiveness studies and
dissemination and implementation studies. These shortcomings help to illuminate the needed
changes DBT should make it order to make it more effective and more widely implemented on a
global scale.
Effectiveness Studies with Distinct Cultural Populations
Although DBT has significant empirical support and is in high demand around the U.S.
and the world, there is scant literature examining its efficacy among distinct cultural populations,
especially with cultural minorities living in the U.S. (including immigrants and refugees) and
people living in non-Western populations. Virtually no studies have examined specifically how
DBT is used in non-Western countries and populations, and no published studies have
investigated the overall cultural responsiveness of DBT (Pierson et al., n.d.). There are also no
published studies examining how the cultural background of therapists and clients impact
treatment outcomes or those focusing on the modification or adaptations and treatment outcomes
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of Black Africans or Black/African Americans (Pierson et al., n.d.), despite the continued acts of
systemic racism that occur in the U.S. and the negative effects it has on Black/American
Americans.
In addition, most of DBT’s empirical research (including cross-cultural effectiveness
studies) has almost singularly focused on its efficacy for specific diagnostic populations, but not
for specific cultural populations. (Cowperthwait, 2019). For example, Hjalmarsson et al. (2008)
did a pilot study in Sweden that examined outcomes for 27 female outpatients presenting with
comorbid BPD depression and anxiety disorders but made no mention of the cultural
characteristics of the participants or any differences in treatment delivery given the translation of
the DBT worksheets into Swedish.
Furthermore, this author’s literature review of DBT’s efficacy found no studies that
included the sociocultural factors of participants in DBT skills groups, which may impact
attendance, engagement, skills practice in between sessions. No studies mentioned the
importance of providers considering the cultural backgrounds of participants in the delivery of
DBT, which could impact a DBT therapist’s culturally competent delivery of DBT, both inside
and outside of a session. The second edition of the DBT Skills Manual, published in 2015, also
does not mention the importance of cultural considerations in treatment outcomes or in clinician
competence (Linehan, 2015).
Given the highly publicized plight of millions around the around the world, the stark
economic disparities among non-White populations, and DBT’s unique potential for crosscultural adaptation, it is disappointing that DBT researchers have paid little empirical attention to
cultural factors that may influence which parts of the treatment work (or do not work) in cross
cultural settings and non-Western countries. To be sure, scholars and practitioners recognize the
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important roles that culture plays in treatment outcomes. DuBose et al. (2019) acknowledges that
understanding and respecting cultural norms must be taken into consideration when delivering
DBT in any international context. Care has also been given not to engage in broad stereotyping
of cultural groups. DuBose et al. (2019) writes that DBT was “designed to be an idiographic
treatment and practitioners must be careful not to make assumptions about broad groups, the
principal base of the treatment allows for individual tailoring, including use if culturally specific
language and metaphors” (p. 921).
However, despite acknowledging the importance of cultural, little effort has been made to
understand how the cultural background of participants can affect treatment outcomes. One of
the unintended consequences of not making assumptions across cultural groups is that the
cultural context of the participants or setting may not acknowledged at all as a possible factor in
client outcomes. DuBose (2019) who is a trainer for Comprehensive DBT, acknowledges that
“efficacy and effectiveness of international DBT trials are less rigorous, but these studies [do]
suggest acceptable cultural adaptability” (p. 921). How can we assume the core components of
DBT are viable multiple across cultural groups when there is a lack of research its efficacy of
these groups?
The lack of cross-cultural consideration in the development of DBT are what Pierson et
al. (n.d.) refers to as “context minimization errors” (p. 15). Context minimization errors are
defined as “focusing primarily on an individual’s behavior and overlooking or discounting the
structural factors that shape and influence the person’s lived experience” (n.d., p. 15). Thus,
research findings about DBT’s efficacy are somewhat limited when thinking about how they
apply to specific cultural groups. This limitation underscores the overall danger of generalizing
EBPs to all client populations without considering the cultural context of that population. How
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can we claim with empirical certainty that DBT has successful outcomes for clients in most
cultural contexts or populations when there is so little data to support it?
Despite the cross-cultural neglect (albeit unintentional) in DBT research, it is an EBP
with high potential for cross-cultural efficacy. Its unique principle-driven philosophical
approach, drawing from both Western and Eastern thought, combined with its emphasis on the
dialectics of acceptance and change, is flexible enough to be adapted or modified to fit different
cultural contexts with low literacy levels. Therefore, DBT’s design positions itself well to at least
be studied with cross-cultural populations as its delivery is not dependent on a rigid, structured
protocol like many other EBPs. Furthermore, since many modifications to DBT (such as Skills
Group only and shortened treatment length) have empirical support, it is worth studying whether
these modifications can be repeated in cross-cultural contexts.
DBT’s strong empirical support across multiple diagnoses is also a promising treatment
for some of the most vulnerable cross-cultural populations who have often suffered from
multiple traumatic events and have complex clinical presentations (Wanger et al, 2007). As
stated earlier, DBT is an ideal treatment to be modified for transdiagnostic applications (Ritschel
et al., 2015). However, DBT’s lack of consideration of cultural factors and the roles they play in
influencing the treatment’s efficacy highlights the importance for this research to become a
priority because of the growing awareness that Western EBPs focused on a single disorder may
not work well with some populations, such as torture survivors and refugees.
For example, there is a moral obligation to provide interventions to help torture survivors
seeking asylum in other countries (Salo & Bray, 2016, p. 449). Torture has been documented in
at least 81 countries, impacting 2-15 million people globally (Salo & Bray, 2016). Torture
survivors are part of an ecological system that not only includes not only their culture of origin,
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but also the legal system local community, social service providers, housing providers, places of
employment, and hospitals. According to Salo & Bray (2016), torture survivors living in the U.S.
have access to EBPs, but most of those interventions stem from research conducted in Western
contexts and are focused on treating the individual; they are not designed to address the unique
circumstances and systems of the survivors. The impact of torture goes beyond the strengths and
weaknesses of the survivor, yet there is slim literature exploring the complex needs of survivors.
Thus, there is not a sufficient evidence-base for the most effective treatment to use with this
population. Salo et al., goes on to argue that interventions that target multiple disorders across
contexts and settings are more ecological and comprehensive than one that that targets only
disorder in one setting.
Similarly, new research suggests that although past research on refugees has primarily
focused on event-based, acute PTSD, many refugees’ psychopathology more closely resembles
broader, transdiagnostic emotion regulation difficulties and complex PTSD symptoms, in
addition to high levels of comorbidity (Hardi et al., 2014; Liddell et al., 2019; Kira et al., 2011,
Koch et al., 2019). This is because of numerous pre- and postmigration difficulties outlined by
Liddell et al. (2019): high levels of exposure to chronic, repeated, and uncontrollable
interpersonal trauma and human rights violations (which may or may not include torture), sexual
violence, sociocultural invalidation, and visa insecurity. Liddell et al. (2019) suggests that poor
emotion regulation may be appropriate responses to the challenges of adjusting to a major
situational stressor and ongoing uncertainty. Furthermore, Koch et al. (2019) argues that
developing effective interventions that target the unique needs of refugees must take cultural
backgrounds into account. They suggest that a small number of transdiagnostic, culturally
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adapted, low-threshold EBPs are likely to reach a greater number of refugees more effectively
rather than having to adapt multiple disorder-focused EBPs (Koch et al., 2019).
Since DBT has shown to be efficacious with several transdiagnostic populations
characterized by emotion dysregulation, it is an EBP worth studying how DBT works with crosscultural populations who present with emotion regulation difficulties. But without such research,
we can only conclude that DBT has empirical support with Western transdiagnostic populations.
We cannot conclude that DBT and its modifications work well in non-Western or non-white
treatment settings or with torture survivors and refugees with transdiagnostic presentations
without the necessary empirical research. The benefits of such research could also inform what
specific adaptations can be made to DBT to make it more culturally competent.
Implementation and Dissemination (D&I) Research
Although there is significant empirical research on DBT’s efficacy and effectiveness
across diagnoses, there is much less research on the dissemination and implementation (D&I) of
DBT. There is a marked difference between studying DBT’s effectiveness and efficacy with
clients in a specific treatment setting or for one or more disorders and how DBT is implemented
by clinicians, the organization, and the sociocultural systems in which it operates.
D&I research studies not whether clients improve, but the training, consultation, and
organizational strategies necessary to ensure a successful implementation. Comtois & Landes
(2019) define implementation science as “the study of strategies to promote the integration of
research findings and evidence into healthcare policy and practice” (p. 832). It is the “process by
which a targeted setting puts into place or integrates an evidence-based intervention” (DuBose et
al., 2019). Conversely, dissemination research is defined as “the systematic study of the
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processes and factors that lead to widespread adoption and use of an evidence-based treatment”
(DuBose et al., 2019).
DBT’s D&I research shortcoming is well known, even among DBT trainers. Anthony
DuBose, one of DBT’s most well-known trainers for Intensive and Foundational training
courses, acknowledges that DBT research is just beginning to expand into the science of D&I
(DuBose et al., 2019). Until 2010, there were no known research studies on DBT program
implementation and there has been little published research formally evaluating the effectiveness
of DBT dissemination methods (Flynn et al., 2019; Navarro et al., 2019). In addition, little is
known empirically about the link between different DBT training models and client outcomes
(Miga et al., 2019). There are also multiple models of implementation, but there is also no
consensus as to which specific models are best for DBT (DuBose et al., 2019).
Moreover, Comtois & Landes (2019) suggest that successful implementation should
focus on eight implementation outcomes: acceptability, appropriateness, adoption, feasibility,
fidelity, penetration, cost, and sustainability, which are seen as the accepted standards when
evaluating the implementation of any EBP. Although these implementation outcomes have been
assessed empirically with other EBPs such as Cognitive Processing Therapy (CPT) and
Prolonged Exposure (PE), DBT research and therapists have not yet considered them. This is an
important consideration of DBT implementation, because DBT is considered acceptable, but it is
not always appropriate in all settings. Adoption of DBT has been considerably strong, especially
across diagnosis, but some studies have shown that there is evidence of DBT feasibility with
minimal fidelity (Comtois & Landes, 2019).
Despite the dearth of D&I research in DBT, there is widespread acknowledgement about
its importance, especially in cross-cultural contexts. DuBose et al. (2019) has written that
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implementation research is critical to the widespread adoption of DBT. Some scholars have
argued that D&I research should come before evaluating a treatment’s effectiveness. Comtois &
Landes (2019) site a seminal paper by Proctor et al. (2010) who suggest that “implementation
outcomes precede service outcomes, because of course, the intervention needs to be in place
before evaluating its service outcomes. The client outcomes of satisfaction, symptoms, and
function are the final link in the chain” (p. 832). Client outcomes are the obvious end goal, but
they are ultimately dependent on implementation outcomes. If DBT was found to be ineffective
in a new treatment setting, for example, it would be difficult to determine whether this was due
to a DBT failure or an implementation failure (Comtois & Landes, 2019). For example, DuBose
et al. (2019) argues that RCT results have found DBT to be equally effective when implemented
in other cultures and in the U.S. But without sufficient D&I research, how do we know that
successful treatment outcomes in other cultures are due to the treatment or the implementation?
Factors Influencing Cross-Cultural DBT D&I
Treatment Adherence and Fidelity. One of the most critical components of D&I
research for an EBP is adherence to the treatment model. Adherence addresses the question
about whether clinicians are delivering the treatment they say they are delivering? (Miga et. al.,
2019). Adherence to the treatment model has two constructs: clinician adherence to treatment
and program fidelity. Clinician adherence to treatment is defined as “the degree to which a
therapist uses prescribed procedures and avoids proscribed procedures within treatment delivery”
(p. 418). It is not synonymous with clinician competence to the model. Fidelity is referred to as
“a particular study staying true to the original program design” (p. 418). Gaglia (2019) argues
that therapists are often able to achieve fidelity but struggle to achieve adherence. One of the
main reasons for this is that most EBP treatment studies, including those that are both protocol-
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based and principle-based, fail to include such adherence and fidelity measures (Miga et al.,
2019). Model adherence is generally not a variable that is examined with respect to client
outcomes.
Overall, little has been done to address therapist competency in the context of DBT
delivery. Data from DBT RCTs is relatively ambiguous in terms of the relationship between
adherence and clinical outcomes because early DBT RCTs did not regularly address whether
therapist in the trial were delivering the treatment as prescribed (Gaglia, 2019). As many as 60%
of DBT RCTs do not publish treatment adherence ratings and there is thus little systematic
assessment of therapist competency. Over 92% of DBT skills-only studies failed to assess DBT
adherence (Miga et al., 2019). In addition, about 50% of the studies reviewed by Miga et al.
(2019) used adherence monitoring of any kind. There is also no research into what types of
errors occur when acquiring the capacity to deliver DBT (Gaglia, 2019). This is a significant
problem for DBT because it makes it much more difficult to assess for its efficacy across sites,
clinicians, and treatment populations—especially in cross-cultural contexts.
To be sure, DBT has made efforts to address treatment adherence. The first attempt at
measuring DBT adherence, the DBT Adherence Coding Scale (ACS), was finalized in 2003 by
the University of Washington. This scale consisted of 66 items distributed across 12 subscales.
Although such an effort was a good first step, it was primarily used for research purposes and
was not easily transferable to the treatment community because the tool is too long as it takes
time to master (Gaglia, 2019). A few RCTs conducted by Linehan et al. (2006), Harned et al.
(2010), and Priebe et al (2012) that included ACS reported that clinicians where adherent to the
model. However, these results only showed whether therapists did DBT, not whether it was
necessary for client outcomes (Gaglia, 2019).
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To address DBT adherence shortcomings, in October 2021, Melanie Harned, Sara
Schmidt, and Katie Korslund announced the publication of the new DBT Adherence Checklist
for Individual Therapy (DBT-AC-1). This adherence checklist is designed not for research but to
enable therapists and program evaluate and improve the services they deliver. According to
www.dbtadherence.com, it is free, flexible, rigorous, and multi-purpose, assessing 26 therapist
strategies most critical to the adherent delivery of DBT. Also included in a DBT AC-1 training
manual, webinar, and a suite of mock DBT sessions that illustrate both adherent and nonadherent delivery of DBT.
Adherence, however, can be difficult in DBT: the risk of an adherence rating scale is that
therapists can inadvertently become overly focused on meeting the requirements of the rating
scale, therefore limiting in-session flexibility which paradoxically can limit the effectiveness of
DBT. In this way, strong adherence to the DBT model can hinder client progress. For example,
since DBT emphasizes the importance of the therapeutic alliance, the treatment must be flexible
enough so that the therapist can respond to what the client is saying in the moment. Although the
therapeutic alliance is important in protocol-based treatments, it is often not emphasized to the
degree that it is in DBT. Given its modular structure, DBT is also more complex, and thus some
parts will be more comfortable therapists than with other parts. Therefore, given the structure of
DBT, adherence in and of itself is going to be inherently more challenging than it is for protocolbased treatments. Therefore, how important is adherence to DBT, especially in cross-cultural
contexts? And if it is important, how can DBT achieve effective adherence and fidelity while
also preserving its flexibility to respond to cross-cultural client needs in the moment?
Training. One of the most obvious ways to implement and disseminate DBT is through
training. According to Comtois & Landes (2019), “DBT does not magically arrive in a new

DBT Across Cultures and Treatment Settings

42

setting—rather, the use of explicit and implicit strategies gets it there” (p. 832). Perhaps the most
obvious explicit strategy is training. Indeed, therapist training is seen as the “central component”
of DBT dissemination efforts and is the “gold standard” of training clinicians to deliver DBT
(Navarro et al., 2019).
The Intensive Training model of DBT was originally developed to meet three goals: to
provide training options to practitioners who have already completed their clinical training and
are practicing, to meet the growing demand for training, to implement the treatment into
community settings and clinical contexts (DuBose et al., 2019). The main differences between
Intensive Training and other standard approaches to training is the time of the delivery of
treatment within the context of a comprehensive DBT program that included all modes of
treatment. Intensive Training also incorporated a team approach to training, which at the time
was an “novel innovation” for an EBP (DuBose et al., 2019, p. 966). The team approach requires
that a group of clinicians form a team before implementing DBT. Given the structure of the
treatment, the idea was to have teams train and implement DBT together to monitor adherence,
reduce burnout, ensure treatment fidelity and sustainability, and provide additional support for
clients (DuBose et al., 2019).
The Intensive Training model was designed to be an iterative process that has
continuously changed over the last 25 years. Training consists of two, five-day workshops
separated by a period of self-study and implementation, comprised of six to eight teams with
three to eight members on each team. In the beginning, therapists would have to travel to a
training site to complete the training. More recently, Intensive Training can be obtained through
both synchronous and asynchronous online training, which has arguably increased its reach.
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Foundational Training was developed later for new members of existing intensively trained
teams (DuBose et al., 2019).
Despite DBT’s innovative training model, training is not equivalent to a certification in
DBT. It is now possible for a therapist to become a DBT-Linehan Board of Certification
Certified Clinician. One does not need this certification to practice DBT or implement a DBT
Comprehensive Program. Additionally, trainings alone do not constitute meeting a minimum
DBT standard (DuBose et al., 2019).
Although research on DBT Intensive Training is underexplored, some research indicates
that training does lead to successful implementation. Although DuBose (2019) suggests that the
“Intensive Training model for DBT is, in part, the reason for the successful global
dissemination,” there is only scant research to support this claim. One study in the United
Kingdom (UK) found that between 1997 and 2004, “of the 105 intensively trained teams, 63%
were still running DBT programs in the two to 15 years since receiving training” (DuBose et al.,
2019, p. 973). Another study by Harned et al. (2016) found that 75% of all intensively trained
teams implemented all four modules of DBT within five to 12 months. Yet another study
examined implementation across all four modes of DBT. Rates of implementation were very
high for individual therapy (96%), skills groups (99%), consultation team (97%), and phone
coaching (87% (DuBose et al., 2019). Moreover, the DBT Barriers to Implementation Scale
(BTI-S) assessed data collected from Intensive Trainings and found that all four training domains
were considered important for the successful implementation of DBT. However, the
psychometric properties of the BTI-S need further refinement because of the low reliability of
scores (DuBose et al., 2019).
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International implementation of DBT began in the mid-1990s through DBT Intensive
Training, where providers from other countries traveled to the U.S. for training or U.S. trainers
traveled to countries to provide training to requesting providers. According to DuBose et al.
(2019), providers from Argentina, Norway, Egypt, Russia, Israel, northern Europe, and New
Zealand completed DBT Intensive Training and then successfully implemented DBT programs
in their respective countries. Although some research has demonstrated that Intensive Training
plays an important construct in the D&I of DBT, there are no studies indicating the role that
Intensive Training plays in the D&I of DBT in U.S. cultural minority settings or in developing
countries.
Arguably one of the most challenging aspects of any DBT implementation is the phone
coaching component. Many people who would like to implement DBT in their setting shy away
from doing so because they believe they must implement phone coaching as it is written in the
manual or DBT cannot be implemented at all. However, some research has shown that it is
possible to adopt Comprehensive DBT while also adapting the phone coaching component to fit
the constraints and resources of that treatment setting, such as only allowing phone coaching
during business hours or exploring the use of text messaging. Comtois & Landes (2019) argue
that it is possible to achieve adherence and fidelity to the DBT Intensive Training model while
also modifying phone coaching to fit the organization’s resource and personnel needs. They also
suggest that that making such modifications is aligned with DBT’s flexible approach.
More recently, and especially since the COVID-19 pandemic, technology is now widely
seen as an important conduit to increase DBT’s dissemination and reach to help as many people
as possible who could benefit from this treatment and to close the mental health treatment gap
across the world. One of the principles of DBT is “seeing the world as being systemic, complex,
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and interconnected, made of parts that together create a whole. The parts are in constant
interaction with one another, which makes the system change constantly” (Lungu et al., 2019, p
937). According to Lungu et al. (2019), DBT treatment developers have already taken steps to
incorporate technology in its training. Behavioral Tech, LLC now offers both synchronous and
asynchronous Intensive Training which has eliminated the logistical challenges and expenses of
providers traveling a long distance to obtain training. Online training has thus allowed for wider
dissemination of DBT to more people than would not be possible with face-to-face only training.
Technology can also be used to enhance and evaluate training through apps which can make
practicing the skills easier and more convenient in between sessions (Lungu at al., 2019).
Organizational Characteristics. Organizational characteristics have increasingly been
recognized as a critical component to any D&I of an EBP after training, although they do not
receive enough attention in the empirical literature (DuBose, 2019). This is especially important
on a global scale where business practices and government health care systems vary significantly
across the world. A study of over 100 intensively trained DBT teams in the UK revealed that the
most common reason why DBT programs fail is the lack of organizational support, which
includes the absence of management “buy-in,” team cohesion, communication, climate, staff
turnover, insufficient protected time in the organization for therapists to deliver DBT, and
funding difficulties (DuBose et al., 2019; Navarro et al., 2019). In addition, organizational
characteristics related to general training and program needs were the strongest predictor of
subsequent adoption of DBT modes (Navarro et al., 2019).
Some scholars suggest that one of the main dialectical dilemmas of DBT is the tension
between “supporting the larger system and getting behind the needs of the people in the system,
whether this involves the team as a whole, individual clinicians, clients, or caregivers and
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families” (Best & Lyng 2019, p. 853). This tension arises because existing organizational
policies such as the use of mobile phones for phone coaching, and resource and scheduling
demands can refute the defining characteristics of DBT which increases the likelihood that the
program will not be sustainable. Implementing a new DBT program requires new organizational
thinking and a changed way of doing clinical work. This forces the organization to tolerate
discomfort. Organizational change and development research has shown that many change
initiatives fail because the organization either is unwilling or unable to tolerate the discomfort
that comes with implementing changes (Anderson, 2013). This can be especially difficult in
clinical settings because the organization implementing DBT must also address complex ethical
questions and ways of responding to challenging matters relating to risk and safety while also
being mindful of the organization’s fiscal limitations (Best & Lyng, 2019). Furthermore,
organizational management is often held accountable to stakeholders such as government
agencies or regulators whose standards can be at odds with what is required to deliver DBT.
Because of this tension, Best & Lyng (2019) argue that the most successful DBT
implementations can be attributed to organizational leadership that is well oriented to the DBT
model.
Given the importance of organizational characteristics and that implementation is an
iterative process, understanding these characteristics may be more important to consider first
before decisions regarding training. Best & Lyng (2019) argue that before any training begins,
organizations should begin a comprehensive consultation process, including identifying goals
and planning programs, before determining who to send to training.
Despite these organizational challenges, Ireland is an example of how a country can
successfully implemented DBT into their national health care system. Called the National DBT
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Project, Ireland’s interest in DBT began as the country grappled with an increasing suicide rate.
In the wake of DBT’s international attention, Ireland’s Vision for Change – Report of the Expert
Group on Mental Health Policy recommended DBT as the EBP to implement in its public health
service. Although there were no know studies evaluating the effectiveness of DBT programs
until 2010, the country paid careful attention to the organizational barriers to national
implementation of any EBP, such as the absence of management buy-in, staff turnover, and lack
of financial support by public health authorities. Ireland decided that before any training began,
16 DBT teams of 124 therapists were formed all over the country with two years of funding with
the promise to conduct a comprehensive evaluation, known as the Consolidated Framework for
Implementation, which included reports and a budget analysis regarding planning, engaging, and
executing DBT. Once the barriers to implementation were addressed, training for public health
service providers first began with one team, the North Lee Mental Health Service. After training,
an evaluation revealed a decline in emergency room visits and inpatient admissions. Given North
Lee’s success, Ireland’ public health officials then proposed implementation of DBT at the
national level (Flynn et al., 2019). Ireland is a good example of how DBT can be implemented at
a national level in a country through careful consideration of organizational factors before
training. The country understood that “although the innovation champion may be ready for
change, change is not possible unless the system itself is ready” (Flynn et al., 2019, p. 902).
This case also demonstrates that implementation at a national level is an iterative process
which will requires continuous refinement to address new challenges that arise in training and in
working within a national health care system (Flynn et al., 2019). Although Ireland is a
developed country, this case could be studied to see which elements of Ireland’s model can be
replicated in non-Western countries or in U.S. cultural minority settings.
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Therapist Characteristics. Therapist characteristics also has an important role on DBT
D&I. The first is the therapist’s theoretical orientation. Prior research has shown that therapists
with a cognitive-behavioral orientation generally have more positive attitudes toward EBPs and
are more open to applying them. Although DBT technically falls under the CBT umbrella, many
therapists who get trained in DBT have a theoretical orientation other than CBT. In one study of
300 intensively trained practitioners, openness to adopting an EBP was significantly lower than
those who had a theoretical orientation other than CBT/DBT. Moreover, other research has
shown that therapists who report great confidence in their ability to deliver DBT are more likely
to adopt the treatment after training (DuBose et al., 2019). Therapist burnout is also typically
seen as being higher for therapists who work with high-risk and difficult to treat clients. Yet, two
studies have shown that therapists who have a theoretical orientation other than CBT/DBT
experience higher rates of burnout. DBT training seems to decrease client burnout and reduce
stress, thereby underscoring the importance of the training.
Clearly, these therapist characteristics play a role in how DBT is implemented and
sustained. Therapists’ theoretical orientation, confidence in treatment delivery, and burnout can
all contribute to therapist resistance to adopt DBT in their treatment settings, even when the
organization’s management is championing the implementation. Challenges often arise when an
organization’s leadership changes its structure to deliver DBT, but inadvertently ignore how
these changes will affect individual therapists’ time and their day-to-day reality.
Cultural Characteristics. Finally, cultural characteristics impact DBT D&I. There is a
paradox between the international popularity of DBT and its lack of research supporting how
DBT can be implemented in various cross-cultural contexts. Although DBT was designed to be
an idiographic treatment since its inception as a principle-driven treatment, there is a lack of
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research examining barriers to DBT implementation in cross-cultural contexts—and which
barriers are more important than others across multiple cultural settings, such as language and
communication styles, cultural, traditional, and spiritual practices, experiences of system-level
discrimination, level of community and family engagement, and attitudes about mental health
treatment (DuBose et al., 2019). Treatment outcomes in some cross-cultural settings may be
positive, but without any attention paid to the implementation processes in those settings, we
cannot know which parts of DBT may not work well in some settings. For example, if a DBT
program were implemented for a group of Afghan women, would it be culturally appropriate, or
even safe, to teach assertiveness skills such as DEAR MAN, GIVE, and FAST in the
Interpersonal Effectiveness module? In addition, how does a therapist teach Emotion Regulation
skills such as Opposite Action, Checking the Facts, and Problem Solving in more collectivist
cultures in which expression of emotions is already discouraged? How can these same skills be
taught to African Americans who have endured generations of systemic racism while still
validating their emotions and behavior as a reaction to injustice? How should skills like this be
adapted to reflect the cultural experiences of these populations?
Although DBT is a principle-driven and idiographic treatment does not provide trainers
with tangible solutions to cross-cultural difficulties in implementing DBT in another culture –
especially when little is known about those difficulties (DuBose et.al., 2019). Practical D&I
considerations, such as language translation, working in a foreign country, political systems,
international law, economic instability, and vast cultural differences in values and in health care
systems all impact the D&I of DBT. What many scholars and DBT practitioners do agree on is
that for DBT to implemented in any context, one of the most important features no matter where
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is having a group of DBT “champions,” in that local culture who have the best chance of
insuring long-term DBT sustainability (DuBose et al., 2019).
Implementing, Adapting, and Sustaining DBT Cross-Culturally
Recommendations for Clinical Research
As shown in this project, given DBT’s vast empirical support, philosophical nature using
dialectics in a principle-driven format, it has great potential to be implemented across cultures or
with underrepresented ethnic minority groups. Despite DBT’s international popularity, there are
still shortcomings in DBT research that must be addressed before one can conclude that it is a
culturally competent treatment. Because DBT’s shortcomings are two of the most significant in
terms of making DBT more culturally responsive across treatment settings, the following section
addresses how to address those shortcomings to move the ball forward in making DBT more
culturally responsive.
Prioritize Cross-Cultural D&I Research
Not surprisingly, one of the most significant actions that can be taken is to engage more
directly in international D&I research. Funding should be geared toward implementation in
different areas of the world and not just resource-rich Europe or in predominantly white
countries. The model for implementation model for EBPs as discussed earlier by Comtois &
Landes (2019) should be employed as a start, but multiple implementation models can and
should be encouraged. D&I research should also be conducted by scholars outside Behavioral
Tech, LLC or DBT trainers employed by treatment developer to eliminate the chance for bias.
D&I research must also include an evaluation of DBT Intensive Training of
paraprofessionals. Since many developing countries have very few trained mental health
professionals, research into training paraprofessionals and task sharing must be examined in
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depth. Although DBT requires more intensive training than a protocol driven treatment, can a
DBT skills group be led by a non-mental health professional and employed as a “skills coach?”
This also conjures up another research question, and that is, “is some DBT, even if adapted and
used by paraprofessionals, better than no DBT at all?” It is worth examining the degree to which
DBT can be adapted while also following appropriate adherence.
International D&I research should also include cost effectiveness studies. Miga et al.
(2019) has found that investing in DBT costs upfront will save money for the provider over the
long term, but the issue of capital is always important. More studies should be conducted that
will show its cost effectiveness across multiple treatment settings, especially cross-culturally.
Such research will also help countries or clinics with fewer resources whether this is an
important long-term investment that will pay off in the long term. One or two studies will not be
convincing to many settings that the upfront cost is worth it. In some contexts, such as the Nepal
study, it is also worth examining placing DBT in medical settings, both to reduce stigma and to
offset the costs of setting up a DBT program in a developing country.
An additional area of needed D&I research is treatment adherence. Multiple forms of
DBT adaptations must be studied, in addition to studies examining all or a portion of DBT
modalities to see if it obtains effective treatment outcomes. In collectivist cultures, for example,
would altering or leaving out the assertiveness skills training in the Interpersonal Effectiveness
skills module to reflect culturally appropriate norms still build self-respect skills? Could systemic
racial discrimination and ongoing microagressions be a factor influencing whether African
Americans are likely to interpret Emotion Regulation skills as a pass for injustice? Can these
skills be modified to better reflect the experiences of systemic racism on one’s ability to regulate
emotions? Is phone coaching something can be shortened or cut out of a comprehensive
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program? Broadly, which skills are so important to adherence that they MUST be left in place,
regardless of culture, and which skills can be adapted or deleted and not affect the overall
treatment outcomes? Moreover, any effectiveness studies to address these questions should
include clear definitions of inclusion and exclusion criteria (diagnosis, transdiagnosis, age,
ethnicity, race, nationality, gender, sex, etc.). It is vital to consider cultural norms while also
maintaining the integrity of the treatment.
A significant part of D&I research also concerns organizational dynamics. Since the
most successful DBT implementation involved organizational leadership, research must be
conducted to conclude which organizational dynamics work to make DBT sustainable or
influence a DBT program to die out, and how can this be addressed? Using literature of
organizational psychology can help researchers examine how culture changes within an
organization can be made as well as barriers such as resistance from providers and staff turnover.
A final area of D&I research is the use of technology for training and skills groups.
Studies examining both asynchronous vs. synchronous training would be helpful to determine if
this mode of training is as sufficient as the old model of in-person training. More research is
needed to determine how technology can best compliment psychotherapy without sacrificing
treatment effectiveness (Lungu et al., 2019).
Include Specific Cross-Cultural Groups in Future RCTs and Peer-Reviewed Studies
Although clinical psychology rightly warns against the broad stereotyping of cultural
groups, ignoring the cultural backgrounds of participants in research is arguably unethical since
it is difficult to conclude with confidence that DBT if effective across many cross-cultural
settings. Ignoring cultural differences among participants, therapists, and treatment settings can
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also contribute to sociocultural invalidation, which is increasing being acknowledged as a
significant contributor to the biosocial theory’s invalidating environment.
DBT’s empirical record is strong regarding its effectiveness across multiple diagnoses,
there are no studies evaluating how DBT’s effectiveness is impacted by the cultural backgrounds
of participants or the cultural setting of treatment delivery. Hjalmarsson et al. (2008) argues that
to DBT’s empirical basis can be strengthened by continuing to evaluate the effectiveness and
implementation of DBT in both usual clinical settings and in culture outside the United States.
Without such evaluation, it is difficult to ascertain the degree to which cultural factors do or do
not play in the overall efficacy of the treatment in that setting. Thus, it is important to perform
rigorous RCTs in developing countries or in non-white contexts within the U.S. and to evaluate
those cultural factors along with treatment outcomes.
Although there are RCTs that support DBT adaptations such as Skills Group only or
shortened time frame to deliver DBT, no RCTs have been done on those adaptations in crosscultural treatment settings. RCTs, however, are only one side of the coin. Although there are
non-RCT studies to support the effectiveness of DBT adaptations, they have not been performed
under controlled conditions. As discussed, RCTs often are not reflective of actual treatment
settings, and as discussed, most RCTs are performed in the U.S. more non-RCTs should also be
conducted on a diverse group of participants under real world conditions.
Recommendations for Clinical Practice
Update the DBT Skills Manual to Include Cultural Competency Standards
Adding cultural competency standards to the DBT Skills Manual is one of the most
effective ways to ensure that therapists can develop anti-racist approach to clinical practice.
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Pierson et al., (n.d.) which outlined the context minimization errors in DBT, proposed
several ways in which the DBT Skills Manual can be updated to better reflect the voices of
cultural minorities or international perspectives. The current manual does not mention how to
deliver treatment with an anti-racist perspective or how to process cultural biases among
consultation team members. The absence of such material in the manual could arguably be seen
as the clinical equivalent of saying “I don’t see color.” Such an approach in psychotherapy could
inadvertently contribute to sociocultural invalidation of the client’s cultural background and
experiences and adversely impact treatment outcomes.
Moreover, the issue of racism and its explicit and implicit impact on the research
conducted on implementation and treatment outcomes, is unexplored in the literature but
arguably contributes to an invalidating environment (Fruzzetti & Vijay, 2020; Pierson et al.,
n.d.). How can DBT, with a treatment philosophy that stresses acceptance and change, be used to
dismantle systemic racism by not only accepting that racism exists, but changing the underlying
beliefs, patterns, and behaviors that perpetuate it? What research projects should be conducted to
demonstrate that DBT is an antiracist therapy? Pierson et al. (n.d.) proposes adding two
addendums to both the “Therapist Agreement” and the “Therapist Consultation Agreement” to
include commitments that therapists must make to their clients outlining expectations that they
can hold for their therapists. They also propose adding an Antiracist Agreement with the
following language:
Therapists must assess their competencies in antiracism prior to beginning treatment with
racially marginalized patients, or as soon as possible once they enter the therapeutic
relationship. This agreement is incumbent on White DBT therapists without exception
and is encouraged for all DBT therapists. Therapists will share their self-evaluation of
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competencies in antiracism with consultation team members, to facilitate effective team
support for therapist’s growth in this competency area. Therapists will make every
reasonable effort to increase their competencies in antiracism, including but not limited
to: engaging in consultative discussion, openly receiving feedback from others about
racist behavior, completing self-reflective exercises about race-related values, attitudes,
and beliefs, increasing race-specific knowledge through educational activities,
completing homework assigned by consultation team members in order to foster growth
in specific antiracist competencies, and making repairs to team members and/or patients
when therapist racist behavior is identified (Pierson et al., n.d.).
By adding these new agreements, it is likely that DBT therapists will consult with one
another about therapist or participant behaviors that are not consistent with antiracism. Such
behaviors are approached as a skills deficit who can learn to increase antiracist awareness and to
become aware of their own sociocultural invalidating behaviors (Grove & Crowell, 2019;
Pierson et al., n.d.).
The importance of cultural competency standards can also help therapists become aware
which parts of the DBT Skills Manual require more cultural responsiveness to context
minimization errors. The DBT Skills Manual contains many references and examples that may
not be known to some cultural groups or that ignore the experiences of how the skills would best
apply to non-White cultural groups. This author led a DBT skills group for the National Alliance
on Mental Health (NAMI) Mental Health Court in Lexington, KY for nearly two years and
experienced this firsthand. Most of the participants in this group were African American and
participation in treatment is mandatory by court-order. In many instances, the examples provided
in the DBT Skills Manual were largely unapplicable or inaccessible to many group members and
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seem to reflect white middle class values and assumptions across all DBT modules. For example,
items on the Pleasant Events list in the Emotion Regulation module include things like “sailing,
hunting, motorboating, and lying in the sun” which may or may not be feasible across all
socioeconomic classes, racial groups, and environments. Although there are plenty of events
listed that can be applied broadly, many items cannot (Linehan, 2015, p. 211). In the
Interpersonal Effectiveness module, skills include “Finding and Getting People to Like You”
(Linehan, 2015, p. 118). African Americans who may fear for their physical safety in addition to
racial discrimination, it is much more challenging and complex for them to simply “Join an Open
Group Conversation” (p. 119). This author both ignored and reframed many of these examples
by acknowledging that practicing these skills may be very difficult in some contexts. New
examples that were more relatable, likely, and appealing to a majority African American group
were provided. Great care should be taken in the writing of these handouts to ensure that a
variety of activities, distractions, and examples reflect diverse geographic and cultural
environments.
Solicit Feedback from Diverse Participants and Therapists in Cross-Cultural Settings
One way to understand how DBT can be made more culturally responsive is to hear
directly from people of color, underrepresented minorities, and from practitioners or
paraprofessionals in non-Western countries who run DBT programs. Changes to the DBT Skills
Manual to correct context minimization errors or to include cultural competency standards that
contain antiracist language for therapists is best done through soliciting feedback from those who
work closely with clients of diverse backgrounds or who are themselves of a diverse background.
It is not enough to have culturally competent white therapists and treatment developers make
changes without soliciting feedback from non-white peers. In fact, non-white peers can and
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should take leadership roles in this process, working collaboratively with treatment developers
and researchers to better refine DBT as a more culturally responsive treatment. It is possible that
obtaining such feedback has occurred informally, but if it has been collected, it is not known how
such feedback is sent to Behavioral Tech, LLC and what actions are taken once it is received.
Furthermore, even if feedback is collected, how is it processed and integrated into training and
clinical practice?
Valuable insights across treatment settings can also be obtained (private practice,
community mental health clinic, primary care, etc.) with the goal of devising a set of best
practices for both clinical practice and dissemination and implementation. Formal feedback will
also help therapists understand more clearly which parts of DBT can be adopted or modified
while still maintaining treatment adherence and fidelity. Feedback has also help determine the
extent to which the type of treatment setting influences treatment outcomes for cultural minority
or non-Western populations.
In addition, feedback can enhance DBT training in antiracism. Since the DBT
Consultation Team is a critical component of a DBT program, feedback can help therapists of all
races work through their own explicit or implicit biases, responses, and reactions. DBT trainers
or lead therapists can foster an open environment where it is safe to be vulnerable in discussing
sensitive topics related to race, class, and culture. Having these conversations can aid in the
professional growth and development of therapists and enhance the quality of DBT provided.
Develop an Evaluation Process to Measure the Sustainability of New DBT Programs in CrossCultural Settings
Sustainability is defined as the extent to which a DBT program is maintained within a
particular treatment setting. Essentially, if a DBT program cannot be sustained, it cannot be
implemented. Often, the “scaling up” of an intervention seems like a good idea from a research
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perspective, but there is a risk that these interventions may not actually be replicable in a
particular culture or treatment setting do to political, economic, and financial challenges. Thus, it
is critical to ensure that there are evaluation measures to monitor progress and address concerns
that risk the sustainability of implementing an intervention such as DBT (Eaton et al., 2014).
Sustainability is often conceptualized as occurring in three stages: (a) from pilot program
to a permanent program, (b) establishing formal operating and institutional procedures (such as
formal documentation, budget, clinic procedures, job responsibilities, and supervisory
responsibilities), and (c) the degree to which DBT is embedded into all facets of an organization
(Comtois & Landis, 2019).
An evaluation of a DBT program’s sustainability can help pinpoint what factors
contribute most to the sustainability of a DBT program so that appropriate solutions can be
developed to meet the needs of that program in that culture. Given the unique challenges of
implementing a DBT program in a developing country especially, such as financial constraints,
language and culture barriers, and a lack of trained mental health professionals, an evaluation of
the sustainability of programs can shed light what is feasible and realistic before investing
significant time and money.
There is some research that supports the sustainability of DBT programs over time,
although this is an under studied area of DBT. In 2012, a review of 105 DBT programs that
started in the United Kingdom from 1994-2007 found that 63% were still functioning and the
rest were no longer operational. Reasons for DBT “deaths” include staff turnover, lack of
organizational support, and time requirements to deliver DBT. Staff turnover was found to be
one of the main reasons a DBT program discontinued (Comtois & Landis, 2019).
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These results highlight the importance of the “train the trainer” model to ensure
continuity when there is a staffing change. Having internal trainers who understand the local
culture and perspective of the organization rather than relying on an external trainer who is
unfamiliar with the population, culture, and treatment setting can also increase the likelihood that
the DBT program will continue even when there is staff turnover. However, it is important that
trainers be given time and compensation to do the training. Perhaps a trainer can also do
trainings on a regular basis, as has been tried in the U.S., to minimize risks to the agency if a
provider does leave (Comtois & Landis, 2019).
Although there is a demonstrated need to evaluate new DBT programs, many challenges
remain. Who will do (and pay for) such an evaluation? How can new programs in underserved
or resource-poor areas be evaluated given the challenges of those treatment settings?
Sustainability is a catch-22: it is difficult to determine the cost effectiveness of implementing a
new DBT program without knowing how it can be sustained, and it is hard to determine
sustainability without significant investment in evaluating existing programs. One way to address
this challenge is through the development of formal partnerships between academic institutions
(who can provide the financial resources and expertise) and the organizations providing care. All
local stakeholders should be included in all phases of the implementation of their DBT program,
from planning to evaluation (Eaton et al., 2014). Ireland’s National DBT Project can serve as a
helpful model of sustainability by a national health system: clear targets and measurements of
progress, including skills acquisition, strengthening, and generalization within the context of an
overall comprehensive evaluation. Evaluating a DBT program’s sustainability is a complex
undertaking, but it is crucial for understanding how DBT can be successfully implemented in
cross-culture settings.
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Implications and New Directions for Clinical Psychology
The implications of DBT researchers and treatment developers taking steps to make the
treatment more culturally responsive across treatment settings has the potential to set a standard
for all EBPs. While not all EBPs are the same (and many are protocol driven), changing DBT to
make it more culturally responsive can at least set an example of how it iterative process can be
successful. For too long, there has been a Western bias in EBP research in clinical psychology.
There has been a significant push for Western clinical psychology and from international
institutions to move further in its intentionality and design of EBPs that can apply more broadly
across cultures. Although much progress has been made, most interventions considered to be
EBPs are still conducted by researchers in “WEIRD” countries. Consequently, the efficacy of
EBPs often generalized to cultural groups in the U.S. or in cross-cultural contexts, especially in
developing countries. In some cases, such as DBT, the lack of attention or awareness of cultural
backgrounds of therapists, participants, and organizations lead to context minimization errors.
The ways in which clinical research is done, where, by whom, and on whom, for all EBPs, must
change. Ignoring the cultural backgrounds of participants is not sustainable and will not bridge
the global mental health treatment gap. The time also seems ripe for change given current events
within the U.S., which include focusing on how to make mental health more inclusive of diverse
voices.
Increasingly, researchers are acknowledging that the future of EBP development are in
treatments that can be applied transdiagnostically, and this project is an attempt to demonstrate
the needs to include cross-cultural transdiagnostic populations in studies of those EBPs. The
recent paradigm shift in clinical psychology towards a more dimensional diagnostic model of
diagnosis and understanding of global traumatization dynamics also present an opportunity for
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further research on EBPs. Using a transdiagnostic approach also is arguably a more culturally
competent one, given the criticism that certain kinds of psychopathology are culture bound. Kira
et al (2019) writes about how these global dynamics may include cumulative dynamics (the
incremental increase in impact of additional stressors on thresholds of stress tolerance), stress
and trauma proliferation (the significant increase in vulnerability to other dependent and
independent traumas upon exposure including early childhood trauma or discrimination), and
stress generation dynamics (the process by which being distressed contributes to the vulnerability
to experiences of further distress).
One of the largest underexplored areas of transdiagnostic EBP research is in complex
trauma treatment. Many current assessment and treatment models of the multiple traumatized
(e.g., veterans, refugees, torture survivors and minorities) use single-trauma-based models of
measurement and intervention that may limit their utility and effectiveness. For example, many
of the studies of torture survivors and refugees’ treatment to-date show only small to moderate
effect sizes. Further, many of the treated survivors continued to demonstrate high levels of
disability or subclinical levels of functioning following these interventions. These results may be
attributable to the prevailing focus on single traumas rather than models that acknowledge more
significant global stress and traumatization dynamics which may contribute to the emergence of
PTSD symptoms, other more complex syndromes, and comorbid conditions.
This project also has implications for how treatment adherence in measured and
evaluated. Intentional efforts to identify the active ingredients of an evidence-based treatment
such that treatment delivery is maximally efficient without losing effectiveness should arguably
become a standard for any EBP implementation model. Treatment adherence should also include
the use of technology for training and service delivery vis-à-vis the traditional model of training.
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In addition, this project highlights the importance of regular collaboration between
clinical psychologists and industrial organizational (IO) psychologists in the dissemination and
implementation of an EBP in a clinical setting, especially those that are cross-cultural. Given the
research that supports the most important factor in determining the success of failure of a DBT
program are organizational factors, IO psychologists have an important role to play in helping to
identify and overcome the barriers associated with organizational change, such as provider
resistance, organizational culture change, and staff turnover. IO psychologists have specific
expertise in systems theory, and their contribution can help managers of treatment organizations
understand how to address barriers to implementation as well as how to maximize the likelihood
that the new treatment will be sustained over time. Since most change initiatives fail, the
importance of organizational characteristics in the D&I of a treatment cannot be overstated.
This project also demonstrates the importance of continued collaboration between
researchers, treatment developers, practitioners and national or international institutions such as
the WHO on ways to address the global mental health treatment gap. The WHO’s recent focus
on mental health disparities can help all stakeholders understand country mental health care
metrics such as the rates of diagnoses and demographic information of people who have received
a particular treatment. The WHO’s recent Mental Health Atlas is a good step in this direction: it
is a compilation of data provided by countries around the world on mental health policies,
legislation, financing, availability and utilization, and human resources. This knowledge can help
treatment developers, researchers, practitioners, and government officials make better decisions
about local or national implementation of EBPs and strengthen governance and provision of
mental health services, mental health promotion and prevention, and strengthening information
systems (WHO, 2021).
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Furthermore, this project underscores the growing importance of technology in increasing
access to training cannot be overstated. both training practitioners and in delivering a treatment,
complementing traditional approaches to psychotherapy. Since COVID-19 forced
psychotherapy, skills groups, and training all online, innovative technology approaches may help
in increasing access to clinicians and clients in non-Western contexts with resource limitations,
thereby increasing a treatment’s reach accessibility. Technology can also help foster increased
research opportunities in developing countries and cross-cultural treatment settings to determine
the efficacy or a treatment and factors influencing implementation and sustainability. The extent
to which technology impacts how training is delivered among a variety of treatments in crosscultural contexts will likely evolve over the next decade.
Finally, this project provides insight for bridging the chasm between evidence-based
practice and cultural competency in the context of clinical practice. As discussed, since clinical
research is expensive and time consuming, EBP research practices and policy mandates are
unlikely to change. However, that does not mean that therapists cannot take steps to recognize
context minimization errors in an EBP, consider how a client’s cultural background may impact
or be impacted by the treatment, and respond flexibly to ensure accommodation of cultural
differences and treatment adherence. It is possible to take culture responsiveness seriously
without abandoning clinical expertise or minimizing scientific knowledge. Likewise, the label of
“EBP,” even a third wave CBT intervention, also does not mean that culture is irrelevant or is
immune from implications of the client’s or therapist’s cultural embedding.
Relatedly, it is important for a practicing therapist to also explore the extent to which the
treatment developer considers cultural responsiveness as well. Does the treatment manual
address modifications to adjust for cultural differences? Are there recommendations or cultural
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competency standards to address therapists’ skill in delivering the treatment to diverse
populations across varying treatment settings? Before a therapist or organization decides to
“scale up” an EBP to diverse populations in the era of globalization and technology, it is critical
to ensure that attempts to address mental health inequities do not inadvertently duplicate existing
hierarchies and power structures that created conditions for the injustices in the first place.
Conclusion
DBT’s major achievement over the last 25 years was demonstrating its efficacy and
effectiveness across a range of disorders and transdiagnostic clinical presentations. The treatment
has evolved from a little-known treatment into one of the most widely known and highly
regarded EBP to address some of the most complex clinical presentations. What makes DBT
unique compared to other EBPs is that it blends both western cognition with eastern meditation
practices, thereby synthesizing seemingly contrasting theoretical traditions. It is a principledriven treatment with a flexible, modular, skills-based structure that can be modified to meet the
needs of different treatment contexts. In this way, DBT is primed to be adapted and adopted for
culturally responsive implementation, which is why it has been increasingly in-demand across
the world.
Paradoxically, however, DBT lacks a strong body of research in two areas: client
outcomes in non-Western, cross-cultural contexts and how to make dissemination and
implementation more successful in these contexts. Most controlled and uncontrolled DBT
research is focused on client outcomes for one or more disorders; there is little to no focus on the
cultural background of participants and therapists and how this background impacts treatment
adherence and fidelity and training.
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Although treatment adherence, training, organizational characteristics, therapist
characteristics, and cultural characteristics all play important roles in how DBT is implemented
and sustained, little is known about which of these factors is more important in some contexts
than in others. Although there are some studies, like the Ireland case, which demonstrate how
DBT can be implemented on a national level, encouraging mental health systems to change
remains difficult, even if it is a cost-effective choice. Like all EBPs, the main challenge ahead for
DBT is reach – how to implement a DBT program and train practitioners to ensure that the
treatment is culturally responsive and accessible to as many people who need it. Since one of
DBT’s principles is “change is the only constant,” it is hoped that changes will be embraced to
meet that challenge.
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